Exomphalos is a rare condition. Jarcho (1937) reports an incidence of one in 6,600 live births. During the past nine years over 1,400 cases have been admitted to the Alder Hey Neonatal Surgical Unit and only 48 of them were infants with an uncomplicated exomphalos. During this period about 400,000 children were born in the area served by the Unit and at the same time over 120 infants with oesophageal atresia were admitted (Table 1) .
Postnatal Rupture of Exomphalos
In the past it has frequently been asserted that in a considerable percentage of children born with an exomphalos, rupture of the protecting membrane occurs either during or shortly after birth. In the Boston Children's Hospital series (Gross, 1953) rupture of the sac occurred in 20 % and in the Birmingham series studied by McKeown, MacMahon and Record (1953) over a third of the cases suffered from this complication. There was a mortality rate of 64 % in the Boston and of 74 % in the Birmingham series respectively.
Both the incidence and the mortality figures for postnatal rupture of the exomphalos were published 10 years ago and are somewhat out of date. With improved technique in delivery, rupture of the sac should become a rarity and we have only twice seen this condition during the past nine years (Fig. 1 ). Both these cases were operated upon soon after the rupture occurred and both recovered. If the exomphalos is repaired soon after rupture the mortality should today be hardly higher than that following operation for uncomplicated exomphalos.
That recovery can occur even under the most unfavourable circumstances can be seen from the remarkable description by Reed (1913) , of one of the earliest successful cases that I could find in the published material.
'I was called to attend Senora Y.A., a Mexican woman in confinement on March 14th, 1913. 1 found that the head of the infant was already free and with the next pain a moment later the trunk was expelled. I was * A paper read at a meeting of the British Association of Paediatric Surgeons in London, September 1962. astonished at finding that the whole intestine, both small and large, was outside the abdominal cavity. Examination showed that the bowel had passed along inside the cord for about 2 inches at which point the walls of the cord had ruptured allowing the bowel to escape laterally. ' No preparation for the confinement had been made; (see Johns, 1946; Hollenberg, 1948; Parkkulainen, 1959) ; as far as I can ascertain only two further cases have been published since (Parkkulainen, 1959; Leroux and Leroux, 1961) . The condition Embryology and Pathology. This condition is usually called gastroschisis in the American journals and has been defined by Moore and Stokes (1953) as a hernial abnormality of the anterior abdominal wall, which occurs in an extra-umbilical position and where there is no membranous covering of the intestine. The opening in the abdominal wall is always lateral to the umbilical cord which appears to have a normal attachment. In some cases there is a strip of apparently normal skin between the opening and the attachment of the umbilical cord. In some infants there are remnants of the exomphalos sac attached to part or the whole of the circumference of the abdominal opening; there were three such cases in our series. These cases were otherwise identical with those where there was no remnant of the sac present. It is striking that in all our cases and in most of the cases reported in the literature the opening was to the right of the umbilicus. It is suggested that the exomphalos sac ruptures during intrauterine life. The position of the umbilical vein and ligamentum teres usually determines the site of the prolapse of the intestine to the right of the umbilical cord. In all our cases the whole of the small and large gut from the stomach to the sigmoid colon was eviscerated. There was complete nonrotation, the intestine being suspended from a common primitive dorsal mesentery. In all cases the gut was dilated, the walls being enormously thickened and oedematous and of the consistency of rubber. There was usually gross shortening of the small intestine which, in spite of its large diameter, was only between 25 and 75 cm. in length (Fig. 2) Hardaway, 1954; Hollenberg, 1948; Parkkulainen, 1959) . return the intestine into the abdominal cavity. The enormous bulk of the intestine and the small size of the abdominal cavity made this a very difficult and dangerous procedure. Closure of the abdomen was always under considerable tension and the respiratory movements of the diaphragm were often impeded. Resection of part of the gut in order to reduce the bulk is usually inadvisable because the intestine is already too short. It was unsuccessfully attempted in one of our cases. In many cases the only procedure that can be done is undermining of the abdominal skin and closure of the skin over the prolapsed bowel. Some of the successful cases reported were treated in this way and so was one of our cases (Fig. 3) (Fig. 4) (Fig. 5 ).
